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DISABLED DEPENDENT APPLICATION

Please submit via fax, e-mail or mail to Blue Cross:
Fax (651) 662-7258    /    Enrollment.Forms@bluecrossmn.com

Blue Cross and Blue Shield of Minnesota, P.O. Box 982801, El Paso, TX 79998-2801

It is important to complete the application in full.  Incomplete or omitted information may result 
 in the application being delayed or returned to you.

1.	 NAME OF SUBSCRIBER (PRINT LAST, FIRST, MIDDLE INITIAL): 2.	 IDENTIFICATION NUMBER: 3.	 GROUP NUMBER:

4.	 ADDRESS (NUMBER, STREET, CITY, STATE AND ZIP CODE):

5.	 NAME OF DEPENDENT CHILD: 6.	 CHILD’S DATE OF BIRTH: 

	 (MM/DD/YYYY) ______________  

7.	 CHILD’S RELATIONSHIP TO SUBSCRIBER:

8.	 CHILD’S SEX: 

	   MALE      FEMALE

9.	 CHILD’S MARITAL STATUS: 

	   Single      Married

10.	DATE CHILD’S DISABILITY OCCURRED:

11. DESCRIBE YOUR CHILD’S DISABILITY:

12.	IS CHILD PERMANENTLY RESIDING IN YOUR HOUSEHOLD?      YES        NO	 PLEASE EXPLAIN:

13.	IS CHILD PRIMARILY DEPENDENT UPON YOU FOR SUPPORT AND MAINTENANCE?      YES        NO 

14.	�IF THE CHILD IS PRIMARILY DEPENDENT UPON YOU FOR SUPPORT AND MAINTENANCE PLEASE ESTIMATE THE PERCENTAGE OF SUPPORT YOU 
PROVIDE FOR YOUR CHILD. In estimating, please carefully account for all support you provide. (For example: insurance premium(s) and/or payment for medical 
services, prescription drugs, transportation, housing, utilities, food, clothing, dependent care, etc.)   _____________%

15.	DO YOU CLAIM THIS CHILD AS YOUR DEPENDENT FOR FEDERAL INCOME TAX REPORTING?      YES        NO

16.	IS THIS CHILD RECEIVING SOCIAL SECURITY INCOME?      YES        NO  	 IF YES, WHAT MONTHLY AMOUNT?   $ _____________

17.	WAS CHILD EVER EMPLOYED?      YES        NO 18.	IS CHILD EMPLOYED NOW?      YES        NO

19.�	�IF ANSWER TO #17 IS ‘YES’, PLEASE PROVIDE THE FOLLOWING INFORMATION:  
EMPLOYER(S) NAME: 	 EMPLOYER(S) ADDRESS: 	 DATES EMPLOYED: 	 HOURS WORKED PER WEEK: 	 CURRENT HOURLY WAGE: 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________

20.�	�PLEASE PROVIDE ANY ADDITIONAL INFORMATION REGARDING THE SUPPORT AND MAINTENANCE YOU PROVIDE TO THE CHILD. Attach additional pages 
if necessary. 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________

X
  SIGNATURE OF SUBSCRIBER/PLAN PARTICIPANT	 DATE	 PREFERRED PHONE NUMBER	 ALTERNATIVE PHONE NUMBER

 
(over)

TO BE COMPLETED BY 
 SUBSCRIBER / PLAN PARTICIPANT



This information is also available in other ways to people with disabilities by calling customer service 
at the number on back of your card.

For TTY: 
Call (651) 662-8700, or 1-888-878-0137 (TTY), or 711, or through the Minnesota Relay direct access numbers at  

1-800-627-3529 (TTY, Voice, ASCII, Hearing Carry Over), or 1-877-627-3848 (Speech-to-Speech).

Hours: 8 a.m. to 6 p.m. Central Time, Monday through Friday 

Attention: If you want free help translating this information, call the above number. 
Atención: Si desea ayuda gratis para traducir esta información, llame al número que aparece arriba.
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THIS PORTION OF THE APPLICATION TO BE COMPLETED BY ATTENDING PHYSICIAN

1.	 NAME OF PHYSICIAN (PLEASE PRINT): 2.	 CLINIC NAME AND ADDRESS:

3.	 DIAGNOSIS AND HISTORY OF THE CONDITION:

4.	 DATE OF ONSET (MM/DD/YYYY): 5.	 MOST RECENT DATE OF SERVICE (MM/DD/YYYY):

6.	 CURRENT TREATMENT PLAN, INCLUDING FOLLOW-UP AND MEDICATIONS:

7.	 DO YOU CONSIDER THIS CONDITION A DISABILITY?      YES        NO

8.	� DOES THE PATIENT’S CONDITION PREVENT HIM OR HER FROM EARNING A LIVING OR PRIMARILY SUPPORTING THEMSELVES?      YES        NO 
IF ‘YES’, WHAT SPECIFIC LIMITATIONS DOES THE CONDITION IMPOSE?

9.	 IF NOT EMPLOYED FULL TIME, DOES THE CONDITION LISTED ABOVE PREVENT THIS PATIENT FROM WORKING FULL TIME?      YES        NO

10.	HOW LONG WOULD THIS CONDITION BE EXPECTED TO CONTINUE?	

X
  SIGNATURE OF PHYSICIAN	 DATE	 PHONE NUMBER

1.	 NAME OF SUBSCRIBER (PRINT LAST, FIRST, MIDDLE INITIAL): 2.	 IDENTIFICATION NUMBER: 3.	 GROUP NUMBER:
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